We must include rural participants in health-related research if we are to address health-related disparities and inequity, particularly in mental health. However, the first step of the research process in personwitnessed, signed, informed consent-is often a limiting factor and insurmountable barrier to precisely the type of research (e.g., telehealth) designed to overcome barriers of geographic distance and travel time. Telehealth, or the provision of medical care or services to patients by means of audio/video and procedure-specific technology, addresses some barriers to health created by rurality by making health care professionals more accessible to patients. A logical complement to telehealth is "teleconsent." Teleconsent can be defined as using remote, facial integrated identity verification to allow (a) remote guidance of participants through consent documents, and (b) digital signing by all parties, obviating the need for in-person signed consent. The ability to review and sign consent documents via telehealth with synchronous viewing is a novel, innovative means by which to overcome the initial significant barrier to recruitment of rural participants into health care research. By leveraging the growing capabilities of telehealth, teletailoring studies can improve the efficiency of research recruitment and facilitate the consent process for underrepresented populations in research. Strategies for implementation are clearly relevant to increasing the success of clinical trial recruitment.
One factor maintaining health disparities is disparity in health research recruitment. That is, vulnerable and often underrepresented populations-including ethnic minority groups, rural residing residents, pediatric populations, and veterans-are often unable to surmount logistical obstacles to participation in clinical research. Advances in technology have transformed the way health services and health information is disseminated, and may also provide a means by which to address research health recruitment disparities.
Within the realm of e-health, technology-based services have been growing in popularity over the decade, driven by both patient demand for greater convenience and access (e.g., for rural-residing patients) and by improvements to technology and bandwidth capability (Gros et al., 2013; Wangelin, Szafranski, & Gros, 2016) . "Telehealth" refers to the use of electronic telecommunication technology to provide care, as well as to provide public health information, patient and provider education, and health administration. For the purpose of this article, we use the term telehealth, rather than the more discipline-specific term telemedicine, in a narrow sense to refer to patient and provider video-conferencing events utilizing "real-time" audio and video technology and procedure-specific peripheral components (e.g., Bluetooth heart rate monitor) administered through a secure and confidential connection. Telehealth is a feasible and cost-effective method for dissemination of evidence-based treatment across several disciplines and across wide distances to underserved populations who may not otherwise access formal health services, including mental health, prevention, and psychoeducation (Yuen, Goetter, Herbert, & Forman, 2012) . Overall, telehealth-delivered services may have numerous advantages over standard in-person care, such as decreasing patients' and providers' costs (e.g., transportation costs, travel time, missed work) and increasing system coverage area to providers (Dunn, Choi, Almagro, Recla, & Davis, 2000; Trott & Blignault, 1998) . Telehealth services in behavioral interventions show equal effectiveness to in-person services (Acierno et al., 2016) . A large emphasis of telehealth has been in the capability of increasing reach and access of services to underserved populations (Jones et al., 2014) . Despite research examining effectiveness and satisfaction of telehealth services in the clinical realm, there are still barriers of engaging underrepresented populations in the research process that technology can also help address.
Access to mental health care and understanding causes of the significant underutilization of general mental health services among certain demographic groups warrants representation of these groups in efficacy and effectiveness trials. The emphasis on identifying potential barriers to treatment and research access that individuals from underserved populations may experience includes families from ethnic minority groups as well as those residing in rural regions of the United States. Though rates of mental illness are equitable across rural and urban settings, differences in the availability of resources to populations residing in rural areas are well documented (Boyd et al., 2006 (Boyd et al., , 2007 Murry, Heflinger, Suiter, & Brody, 2011; National Institute of Mental Health, 2000) . Estimates of Americans living in rural areas vary between 17% and 49%, depending on definitions used (Cromartie & Bucholtz, 2008) . In the state of South Carolina, over half of the state's counties are considered rural by Office of Management and Budget definitions, and approximately 1,089,395 people live in rural areas (U.S. Department of Agriculture, Economic Research Service, 2011) . It is known that low socioeconomic status can further inhibit access to services and research in rural communities, which perpetuates the lack of benefit that research outcomes have on these marginalized communities if they are not included in research that drives best practices.
In addition to fewer mental health professionals serving rural areas and greater poverty in rural settings (DeLeon, Wakefield, & Hagglund, 2003) , there are further service provision and research access problems unique to remote areas, such as geographic isolation resulting in long travel distances and lack of public transportation required for participants to reach research visits, resulting in diminished access to resources (Hart, Salsberg, Phillips, & Lishner, 2002; Logan, Stevenson, Evans, & Leukefeld, 2004) . Stigma associated with participation in mental health care research can be particularly problematic in small towns where an individual's personal business may be more open to public scrutiny due to decreased anonymity (Boydell et al., 2006) . Technology-enhanced research methods can help increase confidentiality of research participation for these families.
Research also has demonstrated that those residing in rural areas perceive themselves as having less access to mental health services and lower-quality therapy options than do those residing in larger cities (Boyd et al., 2006 (Boyd et al., , 2007 Murry et al., 2011) . More representation of these underserved populations in research can help increase their perceived value in contributing to the improvement of services that can be successfully implemented in their region. Research in the successful delivery of specialized mental health services (e.g., trauma focused, pediatric) also warrants inclusion of rural and minority populations to increase the potential that telehealth interventions are feasible, acceptable, and improve clinical outcomes in communities without typical access to specialty care providers.
Disparity Issues Across Research Process Domains
Large volumes of research demonstrate how telehealth produces positive outcomes (Totten et al., 2016) . As telehealth becomes more ubiquitous in clinical and clinical research venues, greater numbers of investigators are confronting the paradoxical problem that their solution to treatment access (i.e., telehealth) is not usable as a solution to research access insofar as it is disconnected from that sine qua non of research patient protections, the informed consent. This, combined with in-person data collection and debriefing/dissemination protocols, produces significant and enduring health care research disparities.
Attaining recruitment goals in research projects and clinical trials is a major problem in the United States, and the informed consent process is a potential major bottleneck for research enrollment, particularly for rural participants when the informed consent process represents a visit in itself. As a result, many eligible and willing research participants choose to forgo research participation due to these logistical challenges. However, according to the Belmont Report's principles of respect for persons, beneficence (National Commission for the Protection of Human Subjects of Biomedical and Behavioral Research, Department of Health, Education and Welfare, 1978) , and justice (e.g., fair allocation of resources/fair representation in research) as a framework for ethical conduct of research, researchers should address obstacles that prevent underserved populations from participating in research This document is copyrighted by the American Psychological Association or one of its allied publishers.
This article is intended solely for the personal use of the individual user and is not to be disseminated broadly.
studies (Bromley, Mikesell, Jones, & Khodyakov, 2015; Rogers & Lange, 2013) . Telehealth is being widely used as a means of targeting gaps in services (Bashshur et al., 2011) . Likewise, by leveraging the growing capabilities of telehealth, a new "teleconsent" solution that allows research participants to give consent remotely using telehealth technology may improve access to research for underrepresented individuals (e.g., participants with transportation barriers or those who otherwise avoid research centers, due to stigma), thereby increasing the success of clinical trial recruitment of generally excluded populations. Another consistent bottleneck or frequent point of drop out for underrepresented populations in research is follow-up data collection. Similar to the informed consent process, it can be burdensome for some participants (e.g., rural participants, youth) to return to a research site to complete a follow-up survey or procedure. Retention rates from underserved populations in research projects are often lower than those for other participants (Yancey, Ortega, & Kumanyika, 2006) . Without appropriate follow-up data from underrepresented groups, it is difficult to determine whether an intervention is efficacious and acceptable to the targeted group. Increased use of "teleassessment" can address traditional issues with drop-out before completion of data collection.
Ethical procedures for research participation should also include debriefing and dissemination of results to participants. While this research practice is often underemphasized, the likelihood of achieving success in recruitment and retention with communitybased participants in subsequent research projects will increase if debriefing is included in one's research protocol. Teleconsent and teleassessment may remove logistical barriers to engagement of underserved populations in research, but attitudinal barriers toward scientific investigators may still remain. "Helicopter" research is the negatively connotated term given to researchers who infiltrate a community with recruiters and agency support/contact during active research data collection for a project, but then sever ties with the community by leaving abruptly once all the information that was needed has been acquired, often disrupting supports and processes that the community relied on as well as breaking any trust or sustainable relationship. Telehealth researchers often run the risk of "disappearing" without giving back to the community the knowledge that was gained by their research participation since there was no physical presence. To stop perpetuating the negative stigma of "helicopter" researchers, tele-debriefing can reinforce community relationships and help reduce stigma associated with research participation.
Methodologic Technology-Based Solutions for Addressing Research Disparities
As mentioned, one concrete logistical barrier that may impede target populations from participating in an otherwise telehealthfocused project is the in-person consent process. By gaining institutional review board (IRB) approval of teleconsent using a remote consenting platform (e.g., Doxy.me), underserved and rural populations can gain more access to research studies and the potential associated benefits. While the concept of teleconsent is relatively new to research, the use of telehealth for consent to treat through clinical telehealth services (i.e., outside of a research study) has been shown to be acceptable and feasible (e.g., Bashshur et al., 2011; Gros et al., 2013; Jones et al., 2014) . Various studies have noted the opportunity that telehealth services provides for effective service delivery of empirically supported treatments by increasing access to providers and treatment by reducing previously noted logistical barriers (Comer & Barlow, 2014; Gamm, Stone, & Pittman, 2010; Hilty et al., 2013; Pignatiello et al., 2011) .
Similarly, telehealth for the use of research, starting with teleconsent, could also remove barriers to research participation. The advantages of teleconsent for research participation can also create a significant impact in the recruitment of typically underserved populations that have recently become the proposed target of patient-centered outcome research (e.g., rural, low resource, ethnic minority status, sexual minority status). While clinical telehealth services have run under clinical administration and service reimbursement through Medicaid or Victims' Compensation programs varying by state since 1998 through the Health Care Financing Administration (N. A. Brown, 2006; Whitten & Buis, 2007) , telehealth for use in research methods is a relatively new process that requires approval from IRBs as part of any human subject research activity. Advantages of expanding teleconsent from clinical arenas to IRB-approved research endeavors include remote consent; elimination of travel time and cost (of participants and/or research assistant); preserves patient anonymity (participants are not seen entering a research building or clinic); synchronous viewing, scrolling, zooming, and editing of consent document; easy download, save, and print PDF by both the researcher and the participant; photo signature validation with IP address and time stamp; and audit trail for tracking and regulatory purposes (Welch et al., 2016) .
While completing a consent document electronically is not too novel, the ability to complete a consent document in real time via teleconsent with synchronous viewing is novel and innovative. In other words, as the researcher moves his or her mouse, clicks, scrolls, zooms the page, or edits fields (e.g., text, checkboxes, radio buttons) on the consent document, the actions simultaneously appear on the participant's screen (and vice versa). Thus, specific features of teleconsent-friendly platforms (e.g., Doxy.me) need to be considered separately from clinical use of telehealth platforms. Specific features of telehealth videoconferencing platforms like Doxy.me for research teleconsent include useful meeting controls, being able to view who is in your waiting room, easily switch between research participants, and allow chat with other research participants. In addition, once the informed consent document has been completed, a PDF of the document can be generated and available to both the researcher and the participant, which can be printed or saved on the local computer (Welch et al., 2016) . Apart from the photo validation, another innovative feature of teleconsent using a telehealth platform with innovative functionalities similar to those available by Doxy.me is the audit trail which is generated at the end of the teleconsent session and is beneficial for research regulatory tracking purposes involving the informed consent process, while still reducing the risk of storing clinical information during the telehealth exchange (Welch et al., 2016) . The successful use of a secure telehealth platform that is compliant with the Health Insurance Portability and Accountability Act of 1996 (HIPAA) for a teleconsent process could be adopted for research to recruit from underrepresented groups, leading to better generalizability of research findings.
To address disparities in the poor retention rates of underrepresented populations in research protocols, technology can help This document is copyrighted by the American Psychological Association or one of its allied publishers.
researchers through either use of telehealth software for follow-up qualitative interviews or they may also consider the use of online data collection software such as REDCap (Research Electronic Data Capture) for the completion of self-report and survey questionnaires. The use of a secure Web application for building and managing online surveys and databases can help increase retention rates for projects that required an additional in-person visit for longitudinal follow-up. Even cross-sectional or survey data for community needs assessments can be conducted with the use of REDcap at a health fair or community event. A Web-based application like REDcap provides an intuitive interface for validated data entry; audit trails for tracking data manipulation and export procedures; automated export procedures for seamless data downloads to common statistical packages (e.g., SPSS, Excel); and procedures for importing data from external sources (Harris et al., 2009 ). The use of REDcap for teleassessment in telehealth research projects (in conjunction with teleconsent) allows an individual to be fully engaged in a research protocol without requiring any transportation or in-person contact. In addition, participant compensation can be handled through Amazon gift codes that are distributed electronically rather than in-person exchanges of retail store gift cards.
To provide debriefing and dissemination of the results of a research investigation to participants and targeted audiences, technology can also assist through the distribution of a podcast or YouTube video of the investigator reporting the findings. Studies have assessed the preference of research participants in receiving research results and have demonstrated more likelihood of future participation when there is ongoing communication about the research product or conclusions (Halbert et al., 2014; Rice et al., 2016) . Grand-scale dissemination can also help with increasing awareness of new potential procedures and/or services. For community-based participatory research, tele-debriefing can consist of a group debriefing over telehealth video conferencing to community-based agency staff that helped with recruitment and can learn about new clinical or local services that may have resulted from their involvement in research. Using teledebriefing via telehealth platforms (e.g., Doxy.me or any platform used for the teleconsent process) can enhance future participation in research projects and enhances the ethical components and principles set forward by the Belmont Report as well as building rapport and trust with community-based agencies (e.g., Jones et al., 2014; Shealy, Davidson, Jones, López, & de Arellano, 2015) . For debriefing sessions with nonparticipants (e.g., gatekeepers, health champions, community-based recruitment sites), teledebriefing can be done without use of HIPAA-compliant software.
Discussion: Lessons Learned
While various studies have included the use of telehealth for clinical use resulting in standards and guidelines in telehealth (Krupinski & Bernard, 2014) , researchers should consider the application of telehealth technology to overcome factors responsible for perpetuating recruitment disparities and increase participation by underserved populations in research. As demonstrated by studies establishing the acceptance of telehealth for clinical telemental health use in underrepresented populations including individuals living in rural areas (Griffiths, Blignault, & Yellowlees, 2006; Grady & Melcer, 2005; F. W. Brown, 1998) , the elderly (Poon, Hui, Dai, Kwok, & Woo, 2005) , and racial/ethnic minority groups (Shore, Savin, Orton, Beals, & Manson, 2007) , telehealth can serve as a useful tool to improve research processes from start to finish (e.g., research recruitment and retention, intervention delivery, follow-up assessments, and dissemination of results back to the participants). As with any new method, to implement telehealth/teleconsent for research use, there are important steps that researchers can take to apply these procedures into their studies and into their institutions' capabilities. Researchers can determine which aspects of the technology-based methodology would best fit their needs and the needs of the targeted population. Some key points to consider while thinking about incorporating different aspects of telehealth procedures into a research protocol are outlined below.
Institutional Review Board (IRB) Approval
The following factors should also be considered when presenting new technology in a research protocol for human subject approval.
Familiarizing the IRB with the new technology. All research protocols need to be approved by the IRB before any research process can be initiated. For the inclusion of teleconsent, researchers need to familiarize their IRB about the new technology or procedure involved in the consenting process and provide the rationale that these new procedures allow us to achieve the ethical principle of justice insofar as inclusion and access to clinical research by those underserved rural or stigmatized communities are increased. Researchers should plan to encounter more initial communication with the full IRB board during the timeline of planning for the study since this may take additional time. With regard to teleconsent with a telehealth platform such as Doxy.me, many of the common IRB concerns were taken into account at the time of development of the teleconsent, and were addressed with the current features of teleconsent with Doxy.me, including no editing of IRB-approved consent once uploaded and individual study capability to turn on or off the remote printing option (Welch et al., 2016) .
Protection of human subjects. The IRB is committed to maintaining the ethics of research and ensuring that human subjects are protected in clinical research. Aligned with the principles of respect for persons and justice, the Belmont Principle of beneficence also includes minimizing risks to violations of confidentiality of one's research participation. Teleconsent allows participants to complete the informed consent process from the comfort of their homes or a private environment without having to visit the research institution or having a research team member go out to their home and collect in-person consent, which may violate confidential participation if people in their community are aware of these in-person community visits. Thus, an advantage of using teleconsent is that it allows research participants to maintain their anonymity of research participation more than in-person consent and supports IRB's goals to protect human subjects. We predict that the additional anonymity of teleconsent for research studies involving mental health services (often stigmatized) will remove barriers to participation and thus improve recruitment rates. Given the increased stigma of mental health services and the concern for anonymity in underserved populations, including rural families, This document is copyrighted by the American Psychological Association or one of its allied publishers.
telehealth research on mental health services can contribute significantly to mental health care disparities. Vulnerable populations. While the focus on rural and minority populations is important given the location of our institution, federal guidelines define underrepresented populations in research as populations that are pediatric, geriatric, racial and ethnic minorities, rural, veteran, economically disadvantaged, with disabilities, rare diseases, incarcerated, and pregnant. Several researchers at our institution have successfully implemented the use of teleconsent with these underrepresented groups. Elderly patients with dementia residing in respite care centers and their caregivers are currently consented via teleconsent, facilitating consent of caregivers who do not have to travel to the centers for the consent procedure. Teleconsent also facilitates research recruitment for global health initiatives by promoting research participation of patients with cancer who reside in a different country without the research infrastructure to conduct consent locally. Participants with mobility restriction are also using teleconsent for researchconsenting purposes. More specifically to psychological research, teleconsent has been implemented with rural youth to deliver evidence-based mental health prevention and risk reduction programs. The inclusion of innovative telehealth solutions (like teleconsent) has promoted recruitment of vulnerable and underrepresented populations that may otherwise have been victim yet again to exclusion from research participation. Researchers are urged to present pilot data from the target population (through a community advisory board or partner agency) to the IRB to demonstrate that teleconsent is a feasible and helpful strategy. For example, researchers can advocate to their IRB that teleconsent could allow more flexibility in scheduling for joint adolescent and parent consent procedures (e.g., in the evening, or with a three-way calling feature on certain platforms).
Privacy. Researchers can highlight the facts that the teleconsent process using the functionalities of an appropriate platform (e.g., Doxy.me) encrypts all communication and that personal health information (PHI) is not stored persistently on any server (i.e., when the document closes, all data are erased), thus protecting confidentiality and any information exchange. Researchers can also emphasize to their IRB that team members obtaining informed consent will remind the individual that teleconsent should be conducted in a private location where others are not able to listen. The ability of telehealth platforms with the functionality for teleconsent like Doxy.me to save and upload a completed, signed teleconsent document straight into secured and encrypted cloud storage makes it an excellent platform for use with teleconsent and protection of private health information (Welch et al., 2016) . To further protect privacy, research teams can discuss with the IRB their ability to disable the functionality for participants to save or print consents on their end of computer sign-in. Disabling this feature can allow for more protection of privacy for those using public computers in a private setting (e.g., library rooms, work office). In line with federal regulations, a copy of the signed teleconsent can be sent to the participant via a secure, encrypted e-mail, if preferred.
Populations to Consider for Teleconsent
Researchers may have concern that the nature of the research project (e.g., diagnosis, symptomatology, inclusion criteria) might have some influence on acceptance and usability of teleconsent by potential participants. Currently, teleconsent is being used in a variety of research studies initiated at the Medical University of South Carolina that involve different types of diseases and diagnoses both inside and outside of psychology and mental health (e.g., diabetes interventions, HIV prevention, smoking cessation, posttraumatic stress disorder (PTSD) treatment, genetic risk assessment). Whether acceptability and usability of teleconsent are dependent on the nature of research is yet to be identified. However, from an ethical and IRB perspective, proper safeguards and protocols to maintain maximum privacy should be expected of all studies, regardless of the sensitivity of the content of the research study. For example, Gros and colleagues (2011) described how to produce and successfully implement a suicide assessment protocol in telehealth studies with high-risk patients diagnosed with PTSD. Thus, the nature of the clinical population should not be viewed as a potential concern for implementing innovative technologies. On the contrary, clinical use of telehealth suggests that recruitment for research involving diseases and diagnoses that are associated with stigma and less social acceptability (AIDS/HIV, mental health issues, etc.) might be positively impacted by teleconsent since participants can consent from the privacy of their homes and maintain anonymity.
Considerations in Teletailoring Research Projects
As noted, telehealth can be successfully applied to various aspects of psychological research, including consent, data collection, and debriefing. Remote collection of self-report instruments is very feasible and can provide even more accurate endorsements when computerized than when collected in-person with paper and pencil in front of a research team member, especially with sensitive topics like substance use and witnessing of interpersonal violence (Seth, Wingood, Robinson, & Diclemente, 2009; Thornberry et al., 2002) .
It is important for psychology researchers to consider distinct pieces of the research process as applicable for teletailoring. For example, teleconsent can be incorporated into remote consent to overcome recruitment barriers for any project, not just those with telehealth interventions. Similarly, teletailoring research projects by using an online mode of data collection (through Redcap) which can be accessed remotely can be used to collect and store encrypted and confidential research data from any type of project, regardless of any other use of any telehealth services in the intervention or research protocol. Likewise, teletailoring for dissemination of results can have wide applicability, especially in the context of community-based health disparities research. Community engagement is a key principle in addressing health disparities, with development of trust (or mistrust) between community partners and research institutions often identified as a barrier. While previous incidents of "helicopter" research has led to mistrust of certain populations in participating in research projects that do not seem to benefit their communities, the field has emphasized the importance of debriefing and the satisfaction associated with involving multiple parties (including participants) in the dissemination of generalizable results of their efforts. After the completion of the project, it is a researcher's ethical responsibility to inform the community members and participants of the knowledge gained by completion of the research project and how the information will This document is copyrighted by the American Psychological Association or one of its allied publishers.
be used in next steps of clinical intervention, lobbying, community prevention, and so forth. A novel way to disseminate results is through telehealth satellite centers to help with delivering the results to the members of the community. Shared knowledge to gatekeepers and previous participants can improve the health of the community and reduce disparities by raising awareness of implementation of new services as a result of the research or contributing to patient education for their own advocacy. Teletailoring the debriefing session can establish trust in a research team and can increase the likelihood that community members would help again in the future. Researchers may also consider the practice implications of telehealth intervention services in their state when initiating research projects with regard to sustainability. Billing for telehealth services varies by state; thus these guidelines should be reviewed before research projects introduce a service that may not be feasible for proper dissemination. In addition, researchers should be mindful of institutional policies for clinical and research use of telehealth. Research protocols with detailed plans regarding the use of telehealth should be outlined and approved by the institutional IRB. HIPAA-compliant telehealth platforms for clinical services may differ from IRB-approved platforms used in research or for teleconsent or teledebriefing. For example, teleconsultations for clinical care may be offered through Vidyo or Adobe Connect telehealth platforms, which are tightly integrated into the organizations' electronic health record systems, while researchers using teleconsent may use the Doxy.me platform, which is compatible for teleconsent functionality. It is important to know that certain telehealth platforms can be approved within an organization for clinical care and some may be approved to be used for research purposes. Consequently, teletailoring involves the research team identifying their specific needs to make sure the right telehealth platform is proposed and to clarify previous approval or regulation with their office of research integrity.
Implications and Future Directions
There are multiple avenues by which telehealth and technology can be applied to health disparities research. Teleconsent is one of the novel uses that is applicable to any research since participants' consent is the first step in a research process. Certain improvements on teleconsent applications can significantly increase its use in research. According to Pew Internet Research, 86%-90% of rural and minority populations have access to the Internet (Lopez, Gonzalez-Barrera, & Patten, 2013) , but it is primarily through mobile phones and tablets. Some teleconsent applications are available only on laptops, and development is in progress to make them available for tablets and smartphones. Creating efficient updates of IRB amendments related to the consent document is another identified area for improvement. Currently, IRB-approved consent and HIPAA forms have to be uploaded by the programmer on the telehealth platform to be available for teleconsent. Thus, when the consent and/or HIPAA forms are amended, there are currently time lags between the IRB approval and the availability of approved forms for updated consent procedures through teleconsent. Streamlining a process or protocol to allow the researcher to have easy access to upload revised/recently amended consent forms and HIPAA is also warranted.
To promote additional support of teletailoring research studies, especially with the ease of fit of telehealth behavioral interventions inherent to the field of psychology, mental health researchers and project-based clinicians need to be cognizant of potential uses of telehealth in their lines of work and continue to implement teletailored aspects to research protocols. Through continued documentation of the impact of teletailoring research projects, we will be able to demonstrate the positive effects of teletailoring on increased recruitment of underserved populations, increased retention and completed data collection, and increased community awareness of research projects (e.g., strengthening rapport through debriefing sessions), thus addressing mental health care disparities through research infrastructure.
Conclusions
Implementing teletailored aspects of research can increase recruitment and retention of underserved populations in research. The implementation of teleconsent can allow for completely remote conduction of a research project that incorporates telehealth clinical or intervention services, online data collection, and teledebriefing sessions. Research studies conducted with teletailoring may overcome barriers associated with research participation in sensitive and stigmatized issues like mental health. Rural and ethnic minority families have widespread access to technology (Smith, 2014) . This familiarity may help increase the acceptance and use of teleconsent and other teletailored aspects of research, thus allowing greater access to research participation with videoconferencing and telehealth innovations. Researchers in the field of mental health should use technological innovations and begin incorporating more telehealth in not only clinical realms, but also research processes.
